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This is an annex to the OIF MHAT Report addressing the health and well-being of
Soldiers deployed to OIF, including Kuwait and Iraq. The findings were obtained
via the Soldier Health and Well-being Survey and focus group interviews
conducted with junior enlisted Soldiers and NCOs at the company level.
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Program. Redacted information appears throughout this report blacked out, such as
below.
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ANNEX A to OIF MHAT REPORT

INTRODUCTION

The objective of the OIF Soldier Study is to assess the health and well-being of OIF
Soldiers deployed to Kuwait and Iraq. To accomplish this goal, a standardized survey
instrument was administered to approximately 750 Soldiers stationed at various base
camps throughout Kuwait and Irag. In addition, the survey was supplemented by
conducting focus group interviews with junior enlisted Soldiers and NCOs. Findings and
recommendations are presented first, followed by figures, summary of methods and
procedures of survey administration, and summary of focus groups. Preliminary
findings from this study were provided to the CJTF-7 and CFLCC leadership.

FINDINGS

1. OIF Soldiers report experiencing multiple operational stressors.

OIF Soldiers reported experiencing multiple combat and operational stressors. The
most often reported combat stressors included seeing dead bodies or human remains,
being attacked or ambushed, and knowing someone who was seriously injured or killed.
The most frequently reported deployment stressors included uncertain re-deployment
date, long deployment length, separation and communication with family, and lack of
personal privacy. These operational stressors were significantly correlated with low
morale, low cohesion, and mental health problems.

2. Significant prevalence of mental health concerns/ unmet mental health care
needs exist.

This assessment shows that a significant proportion of Soldiers deployed to OIF are

experiencing mental health concerns, and that there is an important unmet need for

mental health / counseling services.

Distress levels and interest in receiving help.

Seventy-seven (77%) percent of OIF Soldiers reported currently experiencing no, or a
mild, stress, emotional or family problem. Sixteen (16%) of OIF Soldiers reported
currently experiencing a moderate and 7% reported currently experiencing a severe
stress, emotional, or family problem. Overall, 15% of Soldiers reported interest in
receiving help.

Mental health status

Seventeen (17%) percent of Soldiers screened positive for traumatic stress, depression
or anxiety and reported impairment in social or occupational functioning. This compares
with a rate of approximately 11% for Soldiers from XVIII ABN Corps who just returned
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from Afghanistan (OEF). Most of this difference was attributable to OIF Soldiers
screening significantly higher on the traumatic stress scale (15% OIF vs. 7% post-OEF).
Overall, junior-ranking Soldiers reported higher rates of mental health problems than
senior-ranking Soldiers. Active component Soldiers had higher rates of mental health
problems than reserve component Soldiers. This latter finding is consistent with the
higher suicide rate of OIF active duty Soldiers compared to reserve component
Soldiers.

Use of Behavioral Health Services

Of the Soldiers who screened positive for depression, anxiety, or traumatic stress, only
27% reported receiving any help at any time during the deployment from a mental
health professional, general medical doctor, chaplain. Of the Soldiers who reported
interest in receiving help, only 32% received some form of help.

3. Soldier morale and unit cohesion was low.

In comparison to other units studied in garrison or peacekeeping operations, OIF
Soldiers reported low or very low personal and unit morale. Fifty-two percent (52%) of
Soldiers reported low or very low personal morale and 72% reported low or very low unit
morale. Unit cohesion was also lower than comparison units either preparing to deploy
to OIF or who just recently returned from OEF.

4. Barriers/obstacles impede Soldiers from obtaining mental health assistance.
Soldiers most in need of mental health care were twice as likely as other Soldiers to
report concerns about accessing services. Among Soldiers who screened positive for
depression, anxiety, ortraumatic stress, 26% reported that it would be too difficult to get
to the location of behavioral health services. Other barriers reported among those who
screened positive included difficulty getting time off from work to get help (43%), not
knowing where to go for help (24%), or mental health services not being available
(24%). Perceived stigma to care was also an important concern for OIF soldiers;
Soldiers reported that they may be seen as weak (59%), that they would be treated
differently by unit leadership (568%), that the unit would have less confidence in them
(49%), or that their leaders would blame them for the problem (46%).

5. Perceived inequities in personnel and deployment policies adversely affected
morale and cohesion.
Focus group interviews with junior enlisted Soldiers and NCOs indicated that there are
many disparities in housing, access to email and phones, and MWR facilities between
base camps and different units. Also there were concerns from Soldiers that changes in
unit leadership during the deployment were adversely affecting morale and cohesion.
For the reserve component Soldiers in OIF, the twelve months “boots on ground” policy
was seen as unfair.
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6. Marital / family separation was a concern for OIF Soldiers.

Being separated from family was reported as a major stressor by Soldiers (57%
reported high/very high trouble or concern). Despite being separated from their
spouses and high operational stressors, OIF Soldiers who were married reported high
marital satisfaction; 78-80% reported that they had a good and stable marriage.
However, 11% of married Soldiers reported currently planning to separate or divorce.
Many focus groups expressed concerns that rear detachment staff and FRG groups
were not able to adequately support families. In the survey, 55% of married Soldiers
reported not being satisfied with the rear-detachment support; 54% were not satisfied
with the Family Readiness Group (FRG) support. Data from the prior surveys and focus
groups of spouses of Soldiers deployed to OIF and OEF identified similar concerns
about the ability of rear detachment and FRG groups to adequately support families.

7. Beneficial effects of training Soldiers in handling stresses of deployment.
Less than half of respondents reported receiving sufficient training in suicide prevention
or handling the stresses of deployment. However, a very important finding was that
Soldiers who reported that they received training in suicide prevention or maintaining
psychological well-being were significantly more likely to endorse that they felt
comfortable receiving counseling from a chaplain or mental health professional, to
endorse that they knew how to obtain mental health care while in theatre, and that they
had personally assisted another Soldier with a mental health problem.

RECOMMENDATIONS

1. Execute an aggressive behavioral health outreach program.

A high percentage of Soldiers reported interest in receiving mental health support
and/or screened positive for a mental health problem. However, data suggests that
significant barriers are preventing Soldiers from receiving help, such as transportation
constraints, knowing where to get help, mental health services not being perceived as
available, and stigma.

Behavioral health care providers can reduce and/or eliminate many of these barriers by
physically going to the Soldiers who need and/or want help. Since the data indicated
that both chaplains and mental health professionals were accessed at a similarly low
rate, both groups need to develop and execute an aggressive forward-deployed
behavioral health outreach program. Establishing a predictable, regular, and visible
presence at the company/battalion level is essential.

2. Review existing Soldier deployment policies pertaining to quality of life
services in theatre, deployment cycle, and officer rotations.

Soldiers are extremely sensitive to inequities in access to services and support,

particularly in a deployed environment. For example, Soldiers based at remote or

austere sites might have limited or no access to services such as email, phones, PX,

dining facilities compared to Soldiers located or living at more mature base camps.

When Soldiers from remote locations get the opportunity to visit other locations, they
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often are not permitted to use facilities operated by other units. Policies need to be
established to assure that Soldiers based at remote/austere sites have priority access to
services/facilities when visiting these more mature base camps.

Officer rotation and deployment length policies need to be carefully reviewed to ensure
stabilization of leadership positions for the duration of the deployment cycle (pre, mid,
and post deployment).

3. Train Soldiers in meeting the demands of deployment/combat related
stressors.

The data suggest that training Soldiers in suicide awareness and in dealing with the

stresses of deployment have many potential benefits. Standardized training materials

need to be developed that teaches these skills to Soldiers and leaders.

4. Implement a peer-mentoring program.

Soldiers reported that they were much more willing to turn to a member of their unit for
support than a chaplain or mental health professional. This suggests that developing a
human resource risk management program utilizing mid-grade NCOs within each
company could facilitate the early identification and intervention of behavioral health
issues at the company level. Consideration should be given to developing a program to
train one or two NCOs per company who could serve as the commander’s
advisor/trainer for issues such as suicide prevention and coping with the stressors of
deployment and military life. This peer-mentor would also serve as the liaison between
the unit, chaplain, and mental health and installation support, and would assist in stress
education and suicide awareness training. Most importantly, this peer mentor will serve
as an advocate for those Soldiers least likely to seek help for a behavioral health
problem due to stigma and other barriers (see Appendix 1).

5. Provide BH services for Soldier and family members at the BN/BDE level to

enhance services, facilitate access, and improve command/FRG support.
The majority of Soldiers and family members in distress do not receive needed
behavioral healthcare. In addition, there were many concerns about the ability of rear
detachment and FRG groups to adequately support families, a finding also identified in
surveys conducted among spouses of Soldiers deployed to OIF/ OEF. The data
suggest the Army needs to establish permanent social work support at the brigade /
battalion level to provide counseling for families. During deployments, the unit
assigned social worker / behavioral health professionals should work with the rear
detachment and FRGs to provide individual and family services.

RESEARCH NEEDS

1. Conduct a follow-up assessment of OIF Soldiers in theatre.

The findings presented in this report are based on a cross-sectional sample, and
therefore causal statements about the impact of the combat and deployment stressors
on the health and well-being of Soldiers cannot be made. A follow-up assessment of
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OIF Soldiers in Irag and Kuwait should be considered in order to better establish causal
relationships between the combat and operational stressors and the health and well-
being outcomes. This follow-up assessment should be conducted by a small WRAIR
Soldier Dimension Research Team just prior to Soldiers returning to home station.

2. Develop and field a behavioral health needs assessment and unit climate tool
for the operational environment.
In order to accurately and systemically determine the behavioral health needs of
deployed Soldiers and insure that those needs are being met, a standardized behavioral
health needs assessment instrument needs to be developed and fielded. This tool
should include an assessment of levels of stress, mental health status, unit climate,
level of training in behavioral health issues, and an assessment of access and
acceptability of counseling services. The commander, chaplains, and mental health
professionals would utilize the findings from this behavioral health assessment to target
specific issues for action, including behavioral health prevention and early intervention.

3. Identify the scientifically valid key leadership behaviors that facilitate Soldier
morale, cohesion, and unit performance in a hostile environment.

Leadership at the local level is critical for maintaining high Soldier moral, unit cohesion

and unit performance. ldentifying and training those specific leader behaviors that have

been associated with optimal Soldier and unit performance needs to be a top priority for

future research efforts and leader development.

4. Determine the effectiveness of Critical Incident Stress Debriefing (CISD).

Given that a significant number of Soldiers screened positive on the post-traumatic stress
disorder (PTSD) scale, it is imperative that the U.S. Army determine the most efficacious
early intervention strategy for attenuating or preventing the onset of PTSD. Presently the
critical incident stress-debriefing (CISD) model is the most widely used methodology
applied to groups exposed to traumatic events, although its effectiveness has not been
demonstrated. The Walter Reed Army Institute of Research (WRAIR) already has a
scientifically approved research protocol to assess the effectiveness of CISD in
ameliorating the adverse mental health effects of Soldiers exposed to combat.
Immediately execute the WRAIR debriefing study to identify the best early intervention
methodology for use with Soldiers exposed to combat
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PRESENTATION OF DATA THAT SUPPORTS THE FINDINGS

Survey Methods and Procedures

The OIF Soldier health and well-being survey was conducted for the MHAT under an
approved protocol of the Walter Reed Army Institute of Research (PI: || EGczNE

). The survey is part of a larger effort involving pre- and post- deployment surveys
of Soldiers from XVIIIl ABN Corps, USASOC, and Marine Expeditionary Forces. The
survey was designed as a rapid assessment of the health and well-being of the Soldiers
deployed in OIF. Details of the survey instrument are included in Appendix 2.

The MHAT traveled throughout the Kuwait (CFLCC) and Iraq (CJTF-7) operational
theaters and administered surveys and conducted focus groups between 27 August and
30 September 2003.

In CJTF-7, combat line companies from brigade combat teams (BCT) were targeted
for assessment. An effort was made to include BCTs located in different geographical
regions within particular zones. In CFLCC, the survey targeted units that were thought
to have high operational stress including transporters and MPs. In both CJTF-7 and
CFLCC, combat support hospitals (CSH) were also included. Companies were
selected by the operational units, and samples of approximately 25 Soldiers were drawn
at the company level, based on mission availability (see Table 1 for unit and locations).
Participants were briefed on the purpose of the MHAT’s mission, the anonymity of the
questionnaire, and the fact that participation was voluntary. The surveys were
conducted anonymously. Signed informed consent was obtained from all participants
prior to survey administration per the WRAIR protocol. More than 99% of Soldiers
briefed agreed to complete the survey.

Quality Control of Data

Data from the surveys were entered into Microsoft Access. A complete quality
assurance check was conducted on random selection of 5% of surveys (n = 41). All
285 fields from these 41 records were directly compared between the electronic and
paper surveys (n=11,685 comparisons). 22 errors were found for an error rate of
0.18%. Errors were randomly distributed throughout the fields.

Comparison Populations

Data from two other anonymous data collections conducted under the same WRAIR
protocol are included in this report for comparison with the OIF data collection. These
data collections, conducted between January and March 2003, involved 2530 Soldiers
from XVIII ABN Corps surveyed approximately three months after returning from a six
month deployment to Afghanistan and 2072 Soldiers surveyed just prior to deployment
to Iraq (the unit remains in Irag now).
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Study Sample

Participants were 756 U.S. Army Soldiers from different units serving in Operation Iraqi
Freedom (See Tables 1-3). Most of the participants were male (86%). The rank
distribution was as follows: junior enlisted Soldiers 58%, NCOs 35%, and officers 7%.
This distribution was very similar to the rank distribution for the comparison populations.
Two-thirds (67%) were Caucasian, 17% were African-American, and 9% were Hispanic.
Participants tended to be young (50% were younger than 25), with an average of six (6)
years (median 4 years) in the military. 72% were active component and 28% were
reserve component with an average of 22 months in their current unit. Participants had
been deployed nearly 6 months (average 176 days) in the past year, and were based in
Iraq (77%) or Kuwait (23%). Forty-seven percent (47%) of the sample was married, and

46% had one or more children.

Table 1: Units Surveyed

CJTF-7
15" AD 4™ ID 101" AA 3 ACR Il ved Bde
I
CFLCC
Trans Group Il MED Bde Separate Units

Table 2: Types of Units Surveyed

Unit Type # of Surveys
Combat 423
Medical 125

Transportation 72
Engineers 50
Military Police 35
Civil Affairs 27
Signal 12
Other/ Not Listed 12
Total 756

A-9




Table 3: Survey Locations

Location # of Surveys Location # of Surveys

Irag 75 Iraq 41
Kuwait 64 Iraq 26

Iraq 55 Iraq 25

Kuwait 52 Iraq 25

Iraq 51 Iraq 24

Iraq 50 Irag 24

Iraq 50 Irag 24

Iraq 45 Iraq 20

I Kuwait 44 l Kuwait 14
Iraq 42 Kuwait S

Total 756

Sample Size

Based on the size of the U.S. Army reserve and active component populations in OIF, a
sample size of 750 is more than adequate to detect most conditions that occur at a
predicted prevalence of 5-10% (for example the prevalence of screening positive for
depression or PTSD). For example, 202 is the minimum number of completed surveys
necessary to detect a condition with a prevalence of 5% (range no more than 2-8%) at
the 95% confidence level. The 750 surveys therefore provides sufficient numbers to
look at important subgroups within the population, for example active vs. reserve
component Soldiers, as there were over 200 of each sampled. For female Soldiers, the
100 completed surveys was sufficient to detect a condition with a prevalence of 7%
(range no more than 2-12%) at the 95% confidence level. The study focused primarily
on enlisted and NCO Soldiers by design.

DATA FINDING #1: OIF Soldiers report experiencing multiple operational
stressors.

Combat Stressors

Most OIF Soldiers reported experiencing combat stressors. The most often reported
combat stressors include seeing destroyed homes and villages (78%), seeing dead
bodies or human remains (67%), having hostile reactions from civilians (65%), receiving
small arms fire (63%), being attacked or ambushed (61%), and knowing someone who
was seriously injured or killed (59%). Less frequent but important combat experiences
included engaging in a firefight (37%), being directly responsible for death of enemy
combatant (19%), engaging in hand-to-hand combat (11%), being wounded/ injured
(10%). Other reported combat/deployment-related experiences included encountering
grateful civilians (85%) and demonstrating success in training (80%).
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51% of Soldiers reported that they had been in serious danger of being injured or killed
on at least several occasions during the deployment. The average number of days
deployed in a forward in a hostile sector was 100 days.

There were significant differences in the combat exposures between reserve and active
component Soldiers. For example 48% of active component Soldiers reported
engaging in a firefight compared with only 10% of reserve component Soldiers. Sixty-
one percent of AC Soldiers reported being in serious danger of being injured or killed
several times during the deployment vs. only 28% of RC Soldiers.

Combat stressors were statistically correlated with mental health problems. For
example, being attacked or ambushed was associated with screening positive for
depression, anxiety, or post-traumatic stress,(p<.001). Duration in a hostile area and
engaging in a firefight was associated with screening positive for depression, anxiety, or
post-traumatic stress(p<.05, p<.001 respectively). Duration in a hostile sector was
associated with increased cohesion (p<.05).

Non-combat deployment stressors

The most frequently reported non-combat stressors include uncertain re-deployment
date (87% high/very high trouble or concern), long deployment length (71% high/very
high trouble or concern), lack of privacy or personal space (55% high/very high trouble
or concern), boring or repetitive work (54% high/very high trouble or concern).
Respondents reported being deployed an average of 176 days in the past year.

Uncertain redeployment date was significantly associated with decreased unit and
personal morale, cohesion, and screening positive for depression, anxiety, or post-
traumatic stress. Longer deployment length (measured by days deployed in the past
year) was significantly associated with decreased personal and unit morale, and
cohesion (p<.05 for all), but not with screening positive for depression, anxiety, or Post-
traumatic stress.

DATA FINDING #2: Significant prevalence of mental health concerns/ unmet
mental health care needs.

Distress levels and interest in receiving help

Sixteen percent of OIF Soldiers reported currently experiencing a moderate stress,
emotional, alcohol, or family problem (17% of Junior Enlisted, 15% of NCOs, and 10%
of officers; 18% of AC, 11% of RC). Seven percent of OIF Soldiers reported currently
experiencing a severe stress, emotional, alcohol, or family problem (8% of Junior
Enlisted, 6% of NCOs, and no officers; 7% of AC, 6% of RC). Many OIF Soldiers are
interested in receiving help for a stress, emotional, alcohol, or family problem. Fifteen
percent of OIF Soldiers are currently interested in receiving help (16% of Junior
Enlisted, 15% of NCOs, and 10% of officers; 16% of AC, 13% of RC). This compares
with a rate of 8-10% of Soldiers surveyed in garrison post-OEF or pre-OIF.
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Mental health status

Using standardized clinical screening instruments, 17% of OIF Soldiers screened
positive for post-traumatic stress, depression, or anxiety (Figure 1), and reported
impairment in occupational or social functioning (19% of Junior Enlisted, 16% of NCOs,
and 7% of officers; 19% of AC, 13% of RC). Seven percent of Soldiers screened
positive for depression (8% of Jr. Enlisted, 6% of NCOs, and 2% of officers; 8% of AC,
5% of RC). Seven percent of Soldiers screened positive for anxiety (9% of Jr. Enlisted,
6% of NCOs, and 2% of officers; 8% of AC, 6% of RC). Fifteen percent of Soldiers
screened positive for post-traumatic stress (17% of Jr. Enlisted, 15% of NCOs, and 7%
of officers; 16% of AC, 12% of RC).

Comparative data was also available from surveys conducted among XVIII ABN Corps
Soldiers who were either preparing to deploy to OIF (“Pre-Deployment”) or had just
returned from Afghanistan (“Post-OEF”). Overall, 9% of the pre-deployment and 11% of
the post-OEF Soldiers screened positive for depression, anxiety, or post-traumatic
stress (Figure 1). The difference between the OIF and post-OEF rates of mental health
problems was almost entirely due to the increased prevalence of post-traumatic stress
in OIF Soldiers.

Figure 1. Mental Health Status. Percent of OIF Soldiers who screened positive on the depression,
anxiety, or traumatic stress scales (and who reported a functional impairment) compared to Soldiers from
the XVIII ABN Corps prior to deployment to OIF (pre-deployment) or post-Operation Enduring Freedom

30 -
H Pre-Deployment Post-OEF HOIF
wid
c
Q
(8]
| 4
()
o
Depression Anxiety PTSD Any mental
health problem

(post-OEF).
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Screening positive for depression, anxiety, or post-traumatic stress was significantly
associated with lower personal and unit morale, and low cohesion.

A single screening question for suicidal ideation in the past month (“thoughts that you
would be better off dead or of hurting yourself in some way”) was endorsed by 17% of
Soldiers. This compared with a rate of 12% of Soldiers surveyed prior to deployment to
Irag (p<.01). Itis important to note that this is a broad screening question and cannot
be used to predict suicide risk without other clinical information (such as the questions
included on the entire depression screen, information on suicide intent and planning, as
well as other risk factors). Nevertheless, the increase noted between pre-OIF and OIF
Soldiers is of concern, especially in the context of several completed suicides during the
same period.

Use of mental health services

Of the Soldiers who screened positive for depression, anxiety, traumatic-traumatic
stress , only 27% reported receiving help at any time during the deployment from a
mental health professional, general medical doctor, or chaplain. This is very similar to
the rate of accessing health care among Soldiers in garrison post OEF or pre-OIF. Of
the Soldiers who reported interest in receiving help, only 32% reported receiving help
during the deployment. Soldiers reported turning to other Soldiers for support much
more often than they accessed care from mental health professionals or chaplains
(Figure 2). Chaplains were accessed at a similar rate as mental health professionals.
There were differences in reported mental health care use during the deployment based
on whether Soldiers met screening criteria for a mental health problem (depression,
anxiety, traumatic-traumatic stress ). Overall, of Soldiers who endorsed the question
about thoughts of dying or self-harm, less than one-third (28%) reported receiving help
from a chaplain, a mental health professional or general medical doctor.

Figure 2. Mental Health Care Use. Percent of OIF Soldiers who reported at least one time using a
Soldier in the unit, the chaplain, a mental health professional, a general medical doctor or the medic for a
mental health problem as a function of whether they screened positive or negative on either the
depression, anxiety or post-traumatic stress scale.
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DATA FINDING #3: Low Soldier morale and unit cohesion.

In comparison to other units studied in garrison pre- or post-deployment, the morale and
cohesion of OIF Soldiers were low (Figures 3 and 4). Fifty-two percent of OIF Soldiers
report low or very low personal morale, and 72% report low or very low unit morale.

Figure 3. Personal and Unit Morale. Mean personal and unit morale scores of OIF Soldiers compared
to Soldiers from the XVIII ABN Corps in garrison (non-deployed), post-Operation Enduring Freedom
(post-OEF), and prior to deployment to OIF (pre-deployment).

51 51
Personal Morale Unit Morale
4 Item: “Rate your personal morale.” 4 ltem: “Rate morale in your unit.”
3.31
2.96 3.08 c 3.08 2.91
3 0 a1 S 37 2.67
: = N
\\ 1.95
2- 2- %
Pre- Post-OEF Non- OIF Pre- Post-OEF Non-Deployed OIF
Deployment Deployed Deployment

Figure 4. Unit Cohesion. Mean unit cohesion scores of OIF Soldiers compared to Soldiers from the
XVIII ABN Corps in garrison (non-deployed), post-Operation Enduring Freedom (post-OEF), and prior to
deployment to OIF (pre-deployment).

5 —_
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Personal morale differed by rank (percent reporting low or very low morale: 57% junior
enlisted, 49% NCOs, 25% officers; p<.001).

Unit morale and cohesion both were significantly lower for reserve component (RC)
Soldiers compared with active component (AC) Soldiers (low/very low morale 79% RC
vs. 69% AC, p=.034; mean cohesion 2.77 RC vs. 3.06 AC, p<.001).

Soldiers who reported better access to communication home (phone, mail, email) also
reported significantly higher unit and personal morale (p<.005 for both), and cohesion
(p=.019).

The more positive the perceptions of officer and NCO leadership, the higher the
reported personal and unit morale and cohesion.

Regarding retention, 53% of Soldiers indicated an intention to leave the military at the
end of their current obligation. This is 10% higher than Soldiers from XVIIl ABN Corps
surveyed just prior to deployment to Irag. Both personal and unit morale were
significantly related to Soldiers intentions to remain in the military (p< .001 and p< .004,
respectively). The higher the perception of unit cohesion reported by Soldiers, the
higher their intention to remain in the military (p< .001).

DATA FINDING #4: Barriers/obstacles impede Soldiers from obtaining mental
health assistance.

Soldiers most in need of mental health care were twice as likely as other Soldiers to
report concerns about accessing services (Figures 5 and 6). Among Soldiers who
screened positive for depression, anxiety, traumatic-traumatic stress , 26% reported that
it would be too difficult to get to the location of behavioral health services. Other
barriers reported among those who screened positive included difficulty getting time off
from work (43%), not knowing where to go for help (24%), or mental health services not
being available (24%). Perceived stigma to care among those who screened positive
was also an important concern particularly that they may be seen as weak (59%), that
they would be treated differently by unit leadership (58%), that the unit would have less
confidence in them (49%), or that their leaders would blame them for the problem
(46%). Perceived stigma was similar for all ranks.
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Figure 5. Mental Health Care Barriers. Percent of OIF Soldiers who agreed or strongly agreed with
statements concerning mental health care barriers that would affect their decision to receive mental
health counseling while deployed as a function of whether they screened positive or negative on either
the depression, anxiety or post-traumatic stress scale.
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Figure 6. Mental Health Care Stigma. Percent of OIF Soldiers who agreed or strongly agreed with
mental health care stigma statements that would affect their decision to receive mental health counseling
while deployed as a function of whether they screened positive or negative on either the depression,
anxiety or post-traumatic stress scale.
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DATA FINDING #5: Perceived inequities in personnel and deployment policies
adversely affected morale and cohesion.

Focus group interviews with junior enlisted Soldiers and NCOs indicated that Soldiers
perceive that there are many disparities in housing, access to email and phones, and
MWR facilities between base camps and different units. Also there were concerns that
changes in unit leadership during the deployment were adversely affecting morale and
cohesion. Specifically, enlisted Soldiers reported that the deployment was adversely
impacting their career progression while officers were allowed to PCS for career
advancement. For the reserve component Soldiers in OIF, the twelve months “boots on
ground” policy was seen as unfair because the time in the mobilization phase was not
included in the 12-month activation period.

Data from the survey supported the focus group interviews. Relatively few Soldiers
reported satisfaction with phones, mail or email as an effective means for
communicating home (Figure 7). There was a large disparity between AC and RC
Soldiers in satisfaction with communications, with RC Soldiers having much higher
satisfaction (RC, 75%; AC, 55%)(p<.001) (Figure 7). This may be a function of location,
as many RC Soldiers are located in Kuwait, which was a more developed theater of
operation than Iraq. Satisfaction with at least one method of communicating home was
significantly associated with higher unit and personal morale, higher cohesion, better
perceptions of NCO and officer leadership, higher retention intentions, and lower rates
of screening positive for depression, anxiety, or PTSD (p<.02 for all).

Figure 7. Communication by Component. Percent of OIF Soldiers who agreed or strongly agreed that
they had adequate email, phones, or email for communication home as a function of component.
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DATA FINDING #6. Marital / family separation was a concern for OIF Soldiers.

Soldiers reported being separated from family as a major stressor (57% reported
high/very high trouble or concern). Despite being separated from their spouses, OIF
Soldiers who were married reported high marital satisfaction; 78-80% reported that they
had a good and stable marriage. However, 11% of married Soldiers reported currently
planning to separate or divorce. 55% of married Soldiers reported not being satisfied
with the rear-detachment support of their families; 54% were not satisfied with the
Family Readiness Group (FRG) support. Marital satisfaction did not differ significantly
by rank (junior enlisted vs. NCO vs. officer/warrant officer), nor did marital satisfaction
differ by service component (AC vs. RC).

DATA FINDING #7. Beneficial effects of training Soldiers in handling the
stressors of deployment.

Only 29% of Soldiers agreed that they had received adequate training in handling the
stresses of deployment and/or combat. Forty-five (45%) indicated that training for
identifying Soldiers at risk for suicide was sufficient. However 60% reported confidence
in their ability to identify Soldiers at risk for suicide, and 67% reported confidence in their
ability to identify Soldiers with depression symptoms. Forty-eight (48%) of Soldiers
indicated that they had received suicide prevention training since arriving in theatre, and
24% indicated that they had attended training to improve and/or maintain their
psychological well-being since arriving in theatre.

A very important finding was that Soldiers who reported that they received training in
suicide prevention or maintaining psychological well-being were significantly more likely
to endorse that they felt comfortable receiving counseling from a chaplain or mental
health professional (p<.001), to endorse that they knew how to obtain mental health
care while in theatre (p<.001), and that they had personally assisted another Soldier
with a mental health problem (p<.01).

DISCUSSION

This survey focused on Soldiers from line companies, both reserve and active
component, and is most representative of junior enlisted and NCO Soldiers. One
limitation is that the survey did not utilize a random sampling design of all OIF Soldiers,
which would have been logistically much more difficult to conduct in the operational
setting. However, every effort was made to obtain a representative sample at the
company level from line units throughout the OIF Theater of operations. Thus, these
findings may not generalize to Soldiers at battalion, brigade, and division levels.

The most important findings included (a) low overall morale and cohesion and (b) the

relatively high rates of mental health concerns. These findings need to interpreted in
the context of the operational tempo and combat stressors experienced by OIF Soldiers,
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as well as what is known about the prevalence of mental health concerns in the general
population.

Lower morale and cohesion were associated with higher rates of mental health
concerns. However, there were some important distinctions noted between reserve and
active component Soldiers. While cohesion and morale were higher among active
component Soldiers than reserve component Soldiers, rates of mental health concerns
were higher among active component Soldiers. This inverse relationship is likely
related to the much higher rate of combat experiences and less favorable living
conditions among active component units located in Iraq compared with reserve
component units located mostly in Kuwait.

Regarding mental health concerns, rates of screening positive for depression and
anxiety were almost identical to rates reported among Soldiers in garrison after
returning from OEF or prior to deploying to OIF (~7%). These screening rates provide a
broad estimate of the population that may be at risk for depression or anxiety, and can
be used for planning purposes regarding allocation of behavioral health resources in
theater. They are comparable to rates previously reported in civilian and military
populations (Kessler, 2000; Huge, 2002).

OIF Soldiers had much higher rates of screening positive on the post-traumatic stress
scale than Soldiers in garrison (15% vs. 7%). This is related to the high rate of combat
experiences among OIF Soldiers, particularly among active component Soldiers.
Multiple studies have confirmed the link between combat and lifetime risk of post-
traumatic stress (Pierson, 2001, 2002). It is important to keep in mind that the post-
traumatic stress checklist used in this survey is a screening instrument, and it is
impossible to distinguish between acute stress reactions and PTSD with this scale.
Since combat experiences are ongoing, it is likely that many of the Soldiers are
experiencing acute stress reactions. Further data collections over time are necessary to
determine the proportion of Soldiers that may go on to develop more chronic PTSD
symptoms.

Sixteen percent (16%) of OIF Soldiers surveyed reported interest in receiving help for a
stress, emotional or family problem. This compares with a rate of 8-10% among
Soldiers in the comparative pre-OIF, post-OEF garrison samples. Although Soldiers
express a strong interest in receiving help, the high rates of perceived stigma and other
barriers to care likely prevent them from obtaining help. Concerns about stigma and
barriers to care are greatest among those Soldiers most in need of services (those who
screening positive for depression, anxiety, traumatic-traumatic stress). Concerns about
stigma are not specific to the operational environment, as similar rates of concerns have
been observed in garrison surveys (Hoge, et. al., 2003; Britt, 2000). However, this
survey documented that the OIF operational environment presents some unique
physical barriers to receiving care, particularly involving problems with transportation to
locations where mental health professionals are located.
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While it may be difficult to moderate the inherent stressors of combat, data from this
survey identified several things that may improve morale and well-being of OIF Soldiers
(Thomas, Castro, 2003). This includes reducing the barriers to receiving behavioral
health support in the forward environment, establishing predictable deployment
schedules, r